in whom the clinical examination, the electrocardiogram, and roentgenograms indicate the presence of combined aortic stenosis and regurgitation, he will usually attribute these findings to an aortic valve that has been rendered both stenotic and regurgitant by rheumatic valvulitis and its sequelae. Indeed, in the vast majority of patients, this clinicopathologic correlation will prove to be correct when the valve is examined at operation or autopsy. Recently, however, four interesting exceptions to this general rule were encountered in patients studied at the National Heart Institute. In each of them a congenital subaortic membrane was responsible for obstruction to left ventricular outflow, and the aortic valve had been rendered incompetent by bacterial endocarditis. In three of the patients operation was carried out, and the operative findings, the methods of surgical treatment, and the results of hemodynamic studies are presented. The fourth patient died before operation, and the necropsy finding provide information concerning the etiology of the anatomic malformations observed in this combination of congenital and acquired heart disease. childhood. Sixteen years before admission she was treated with penicillin for a prolonged febrile illness, during which she suddenly lost vision in her left eye. When admitted to the Institute in April 1962, she described chest pain and dyspnea on exertion and intermittent swelling of the ankles.
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On examination, the heart was enlarged and the blood pressure was 130/70. A systolic thrill and a grade-V/VI ejection systolic murmur were present at the base of the heart and could be detected in the carotid arteries. A grade-I1,/VI blowing diastolic murmur was audible along the left sternal border. Visual acuity was markedly diminished in the left eye but the funduscopic examination revealed only some tortuosity of the arterioles. When the aortic valve was exposed at operation all three of the leaflets were seen to be thickened but there was no commissural fusion. There was a circular perforation 3 mm. in diameter through the base of the left coronary leaflet. Immediately beneath the valve was a fibromuscular membrane, typical of the discrete form of congenital subaortic stenosis. The membrane was resected, and the perforation in the valve was closed with two mattress sutures of fine silk placed through its rolled and fibrotic margins.
The patient made an uneventful recovery and when she returned for postoperative study 3 months later she was asymptomatic. Repeat left heart catheterization revealed a residual systolic gradient of 22 mm. Hg ( fig. 1) 
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Only rcecntly has it hecomne apparent that the incidence of hactcrial cendocarditis is cx- Figure 8 The interior of the heait of patient J.2il. Utppre left. I'lic le t ventri(ici (L.V.), the discrete s'il)alat/luar' mieCvibl)raiie re.sponSibl)e, far stenosis (behtecvP. te/c arroiwots), atiii asceiidiiilg aor-ta arc opeiied. Vegetatioti cevters the aortic va/le ccnsps, the sill)ealvtnl/a viiiiieibiatic, antd The preoperative hemodynamic studies in patients T.D. and K.W. established the correct diagnosis. In both, sequential pressure tracings and selective aortography proved that the obstructive lesion was within the left ventricle. In these two patients aortic regurgitation was extremely severe, since the diastolic pressures in the left ventricle and aorta were identical. In patient G. A., on the other hand, regurgitation through the single small valvular perforation was of lesser hemodynamic significance. On the basis of the present experience it would appear that retrograde arterial left heart catheterization and selective angiocardiography or aortography are the diagnostic methods most useful in distinguishing combined subaortic stenosis and valvular aortic regurgitation from the more common congenital and acquired malformations involving the aortic valve alone. In conclusion, it must be emphasized that when operative treatment is indicated iri a patient who has had bacterial endocarditis, the procedure must be deferred for a period after cessation of treatment sufficiently long to insure that the infection has been eradicated. All intracardiac operations involve the placement of foreign materials into the heart or great vessels, and in a septic field these materials will almost certainly become foci for a continuing and ultimately fatal infection. Summary Four patients are described in whom combined aortic stenosis and regurgitation was evident on examination. In eaeh of them obstruction to left ventricular outflow was shown to be due to congenital subaortic stenosis, and aortic regurgitation resulted from the sequelae of bacterial endocarditis. The presence of this unusual combination of congenital and acquired malformations was suggested by certain clinical findings, and results of the preoperative hemodynamic and angiographic studies that established the diagnosis are presented.
In three patients the subaortic membrane was resected, and aortic regurgitation was corrected by reconstruction or replacement of the aortic valve. All of the patients evidenced striking clinical improvement after operation, confirmed by the results of postoperative hemodynamic assessments. A fourth patient died before operation; the pathologic findings are presented in detail.
